the cord more than in this case. The right cord did not seem in any degree hampered in its movements. He thought the cedema of the arytarnoid was inflammatory, and that, in spite of the verdict from the microscopic slide, he believed it would turn out to be a tuberculous infection of the larynx.
Dr. JOBSON HORNE asked when the portion was removed for microscopical examination. [Dr. GRANT: Ten days ago.] It made it difficult to give an opinion at the present time, as one was now looking at the results of that trauma. One should arrive at a diagnosis of malignant disease of the larynx by eliminating tuberculosis and syphilis as factors by the usual clinical tests. Dr. Horne further suggested that transillumination 1 of the larynx in the manner he had described would be of service.
Dr. H. J. DAVIS regarded it as early commencing tuberculosis. The only feature against this seemed to be that the right arytanoid did not move as easily as the left. It was easy to examine the patient, whereas in cases of malignant disease patients were, as a rule, intolerant.
Mr. TILLEY said he regarded this as pre-eminently the type of case which could be so usefully considered by the Section, and the -whole value of it would be lost unless it were brought up again. He hoped Dr. Grant would, at a future meeting, acquaint the Section with the further progress of the patient.
Dr. GRANT, in reply, said the appearance under the microscope was not what one would have expected from the floor of a tuberculous ulcer, and, moreover, there were no tubercle bacilli. The Wassermann reaction was negative, the patient was not improved at all by iodide of potassium, and there seemed to be a great infiltration with epithelial cells. At first his diagnosis was tuberculosis. The unilaterality, along with the extent, was somewhat against tubercle and in favour of specific disease, but the Wassermann test being negative seemed to put that out of court. The ulcer was extending, and its edges were apparently beginning to be everted: the microscopical appearance, with the facts he had mentioned, appeared to leave no alternative. Case for Diagnosis.
H. F., AGED 46. History of sore throat and nasal discharge and inflammation of left eye since June, 1911. In July, when first seen, extensive pyorrhcea, profuse discharge from both nasal cavities, membranous in character. Superficial ulcers covered by adherent membrane on fauces, palate, tonsils, pharynx, lips and cheeks. Membranous I " The Differential Diagnosis of Tuberculosis, Syphilis and Malignant Disease of the Larynx," Brit. Med. Journ., 1907, ii, p. 958. deposit in conjunctival sac of left eye. Multiple shotty glands in anterior and posterior triangles of neck, also epitrochlear glands. Wassermann negative. Bacteriological examination: No diphtheria bacilli, no spirochates, no definite infection discovered. Shortly afterwards acute facial erysipelas developed. One month later left eye developed panophthalmitis which necessitated evisceration.
Present condition: The mouth, lips, cheeks, tongue, fauces, epiglottis and nasal passages are still affected. External sores on nose and eyelids. " Essential shrinking" of conjunctival sac. Differential count of leucocytes: Total leucocytes, 15,000. Polymorphonuclears, 77.5 per cent.; lymphocytes, 18'5 per cent.; large mononuclears, 1 per cent.; transitional cells, 2 per cent.; eosinophiles, 0 5 per cent.; basophiles, 0 5 per cent. General health fair, no diarrhoea.
Patient has been seen by Dr. Adamson, who was of opinion that the lesions were either of streptococcal infection or pemphigus. On the whole, he was inclined to favour the former.
DISCUSSION.
Dr. H. J. DAVIS said that his first idea was that the case was one of pemphigus, but subsequent reflection modified his view.
Dr. PATERSON said that in the last year he had seen a case which made him inclined to revise his prognosis in all such cases, as that prognosis had been in the past very serious. It was a case which had gone on for three years, and in which the condition ultimately disappeared. It was true that it was confined to both cheeks, but it was very definite pemphigus of the mucous membrane of the mouth and of the epiglottis, and on one occasion he was able to see a little bulla on the epiglottis before it burst. The case was now not only well, but there had been no sign for the last nine months. The affection did not involve the skin or the eye, and in that respect differed from the classical type.
Dr. WATSON-WILLIAMS asked what steps had been taken to determine the bacteriological condition associated with the ulcers. The appearances were so suggestive of pemphigus that he thought one could not exclude it unless there was more conclusive evidence that streptococci or staphylococci were causing the ulcerations.
The PRESIDENT remarked that he had had under his care for one and a half years an old gentleman with pemphigus, and he would be surprised if he continued to live long. He had already lost one eye from the disease, which affected the arytaenoids, the epiglottis, and the sides of the fauces. Arsenic had been given, but nothing seemed able to arrest the disease. He had seen one case recover.
Hill: Tracheo-laryngostomy for Laryngeal Stenosis
Mr. HARMER, in reply, said the lesions of the skin were, in his opinion, not absolutely typical of pemphigus. Dr. Adamson, who also saw the case, was of the same opinion. That gentleman considered that the skin affection was most likely streptococcic. It started in the nose, affected the throat, and then extended to the eye, which it destroyed, so that it had to be removed. The general health was now becoming affected. He proposed to vaccinate him, in order to see if some improvement could be brought about. If so he would show the man again.
Tracheo-laryngostomy for Traumatic Laryngeal Stenosis.
By WILLIAM HILL, M.D.
THIS girl, aged 81, had been shown on April 7, 1911, an extensive tracheo-laryngostomy having been performed six weeks earlier, as the prolonged wearing of an intubation tube had failed to give permanent relief, the stenosis recurring after a few days' removal of the tube. The ostium in the neck is now considerably shorter than when previously shown, but the stenosis has apparently been cured in its lower three-fourths-i.e., in the crico-tracheal region-and on removal of the rubber tube the day previously there appeared to be a sufficiently patent though irregular glottic region. The patient could still breathe with the cervical ostium closed, but the glottic opening was considerably reduced as the result of leaving off the use of the rubber tube for twenty-four hours, and it would have to be replaced. It was a question whether the cervical ostium could not now be closed and a large intubation apparatus worn for a further prolonged period to try and effect a permanently open glottis. The alternative appeared to be to extend the laryngostomy upwards, remove redundant tissue and go on as before, endeavouring to keep the thyroid aloe widely apart with the winged rubber tube.
[Members who examined the case appeared to be about equally divided as to which was the better course; but Dr. Hill was encouraged to persevere in his endeavours to get rid of the remaining glottic stenosis by either or both methods.]
Dr. HILL said that the passage was now well open below-i.e., in the tracheal cricoid regions; the glottic region, however, was not satisfactory that day, the tube having been out for twenty-four hours. The patient could breath well the day before with the tube out, and the ostium in the neck covered witlh wadding. It seemed as if it would be necessary to resort to the tube again, and he was considering the question of further operation by thyro-fissure and extending the laryngostomy upwards before falling back on intubation.
